In this retrospective observational study, medical case records of neonates who required mechanical ventilation for >48 h were evaluated to determine the incidence, risk factors, morbidity and mortality of VAP in the NICU of Institute of Child Health, Chennai, India between January 1 and October 31, 2007. VAP was diagnosed using the Center for Disease Control and Prevention (CDC) criteria for diagnosis of clinically defined nosocomial pneumonia in infants. The criteria includes: Worsening gas exchange, increasing oxygen requirements, or increasing ventilator settings and at least three of the following: temperature instability; leukopenia or leukocytosis and left shift; increasing respiratory secretions or increasing suctioning requirements; apnea, tachypnea, nasal flaring with retraction of chest wall or grunting; wheezing, rales, or rhonchi; bradycardia or tachycardia and two or more serial chest radiographs with at least one of the following: new or progressive and persistent infiltrate; consolidation; cavitation; pneumatoceles.
To the Editor: Ventilator Associated Pneumonia (VAP), especially with multiresistant organisms has been increasing in the Neonatal Intensive Care Units (NICU) [1] [2] [3] [4] [5] . There are few published data from India.
In this retrospective observational study, medical case records of neonates who required mechanical ventilation for >48 h were evaluated to determine the incidence, risk factors, morbidity and mortality of VAP in the NICU of Institute of Child Health, Chennai, India between January 1 and October 31, 2007. VAP was diagnosed using the Center for Disease Control and Prevention (CDC) criteria for diagnosis of clinically defined nosocomial pneumonia in infants. The criteria includes: Worsening gas exchange, increasing oxygen requirements, or increasing ventilator settings and at least three of the following: temperature instability; leukopenia or leukocytosis and left shift; increasing respiratory secretions or increasing suctioning requirements; apnea, tachypnea, nasal flaring with retraction of chest wall or grunting; wheezing, rales, or rhonchi; bradycardia or tachycardia and two or more serial chest radiographs with at least one of the following: new or progressive and persistent infiltrate; consolidation; cavitation; pneumatoceles.
Of the 265 mechanically ventilated neonates enrolled in the study, 135 neonates entered the study cohort. The incidence of VAP was 22.22 cases per 100 mechanically ventilated neonates. Klebsiella (66.67%) was the predominant organism isolated from the lower respiratory tract specimen (LRT) collected through the endotracheal tube. Home delivery, respiratory distress at admission, unstable cardiopulmonary assessment at admission defined as atleast one of the following: unstable airway/abnormal breathing/abnormal circulation/altered mental status, repeated intubations (more than 1), prolonged ventilation, prolonged duration of hospitalization and level III stay were found to significant risk factors for VAP by univariate analysis. Factors that retained significance in multivariate logistic regression model were unstable initial cardio pulmonary assessment (p value=0.010, adjusted OR: 0.2, 95% CI: 0.0,0.6) and repeated intubations (p value, 0.001, adjusted OR: 34.3, 95 % CI: 8.3,142.4). The mortality rates for the neonates with VAP was 50% and for those without VAP was 69.5 % (p value=0.030).
VAP is a serious nosocomial infection. Preventable risk factors should be addressed in all neonatal units. Further research is necessary to formulate the guidelines for diagnosis of VAP in neonates.
